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Abstract

BACKGROUND—This study examined gender differences in the impact of warfare exposure on
self-reported physical health.

METHODS—Data are from the 2010 National Survey of Veterans, a nationally representative
survey of veterans from multiple eras of service. Regression analyses assessed gender differences
in the association between warfare exposure (deployment to a war zone, exposure to casualties)
and health status and functional impairment, adjusting for sociodemographics.

FINDINGS—Women reported better health status but greater functional impairment than men. In
men, those who experienced casualties only or both casualties and deployment to a war zone had
worse health compared to those who experienced neither stressor or deployment to a war zone
only. In women, those who experienced casualties only or both stressors reported worse health
than those who experienced war zone only, who did not differ from the unexposed. No association
was found between warfare exposure and functional impairment in women, but in men, those who
experienced exposure to casualties or both stressors had greater odds of functional impairment
compared to those who experienced war zone only or neither stressor.

CONCLUSIONS—Exposure to casualties may be more predictive of health than deployment to a
war zone, especially for men. We did not find a stronger association between warfare exposure
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and health for women than men. Given that the expansion of women's military roles has allowed
them to serve in direct combat, their degree and scope of warfare exposure is likely to increase in
the future.

Keywords
veterans; gender; health; functional impairment; casualties; deployment

A wealth of evidence exists regarding the negative effects of military service on long-term
health. Components of military service such as direct experience in combat and the more
general stress of being deployed to a war zone can be conceptualized as examples of warfare
exposure, which has been linked to worse health in veterans (Elder, Shanahan, & Clipp,
1997; Hoge et al., 2004; King, King, Gudanowski, & Vreven, 1995). Typically, research on
the health consequences of warfare exposure among veterans has focused on mental health
outcomes such as posttraumatic-stress disorder (PTSD), but other negative outcomes include
higher rates of physician-diagnosed chronic conditions, worse self-reported health, and
lower health functioning compared to civilians (Lehavot, Hoerster, Nelson, Jakupcak, &
Simpson, 2012; Schnurr & Spiro, 1999; Schnurr, Spiro, & Paris, 2000). This study focuses
on the association between warfare exposure and post-deployment self-rated health, and
how this association might differ between men and women.

The negative health consequences of warfare have been demonstrated in samples of veterans
across a range of service eras, from Vietnam veterans (Kulka et al., 1990), to the more
recent cohorts deployed to the Persian Gulf (Proctor et al., 1998) or to Iraq and Afghanistan
(Hoge et al., 2004). Generally, compared to veterans without PTSD, veterans with more
PTSD symptoms or who were diagnosed with PTSD as a result of combat exposure
exhibited worse physical health outcomes such as higher rates of coronary heart disease,
more self-reported medical symptoms and conditions, and lower scores on the Medical
Outcomes Study Short Form-36 (SF-36) and veteran's version (SF36-V) (Barrett et al.,
2002; Beckham et al., 1998; Boscarino, 2004; Dobie et al., 2004; Kubzansky, Koenan,
Spiro, Vokonas, & Sparrow, 2007). Veterans using VA health services report lower scores
on the SF36-V compared to the general population, as well as more limitations in
performing activities of daily living (ADLs) as a measure of functional status (Singh, 2005).

Assessment of warfare exposure has generally focused on traditional notions of combat,
such as firing a weapon, being fired upon, and witnessing the death or injury of others (King
et al., 1995). However, definitions of warfare that focus on prototypical combat roles may be
less applicable in contemporary warfare, which is characterized by irregular and uncertain
operations (Burrelli, 2012; Miller, Kavanagh, Lytell, Jennings, & Martin, 2012; Sternke,
2011; Street, Vogt, & Dutra, 2009). This also has implications for defining women's war
zone experiences, as women have historically been excluded from units whose primary
mission was direct combat. Because military occupations are classified into broad categories
of combat arms, combat support, and combat service support, women have generally not
served within combat arms. Yet female veterans who served in combat support capacities
may still experience the substantive risks of warfare exposure when traveling alongside
combat arms units, and when exposed to the aftermath of battle, such as dealing with

Womens Health I ssues. Author manuscript; available in PMC 2016 January 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Wang et al.

Page 3

casualties (Murdoch et al., 2006, Street et al., 2009). Including more general aspects of
warfare exposure, such as deployment to a war zone or dealing with casualties, may help
encapsulate a wider range of possible stressors.

Most studies examining the relation between warfare exposure and health have sampled
male veterans (Frayne et al., 2006). While some studies have focused on the health
consequences of deployment among female veterans of a specific cohort (Kang et al., 2014;
Pierce, Lewandowski-Romps, & Silverschanz, 2011), few comprehensive studies have
examined the range of deployment stressors faced by women from multiple eras of service
(Bond, 2004; Sternke, 2011). More generally, given the different prevalence of PTSD in
men and women in the general population, there may be gender differences in exposure to
trauma (OIff, Langeland, Draijer, & Gersons, 2007; Tolin & Foa, 2006). Military sexual
trauma (MST) is one deployment-related stressor more commonly experienced by women
than men (Frayne et al., 2006). It is associated with worse post-deployment physical health,
as well as mental health problems such as PTSD and depression (Sadler, Booth, Mengeling,
& Doebbling, 2004; Smith et al., 2011, Street et al., 2009). One of the most powerful
protective factors against developing PTSD is perceived social support, especially in
military samples (Brewin, Andrews, & Valentine, 2000; Ozer, Best, Lipsey, & Weiss,
2003). Female service members generally report lower levels of perceived social support
from other military personnel, and also report fewer indicators of social support compared to
their male peers (Frayne et al., 2006; Street et al., 2009).

Research on women veterans has been limited by the fact that much of the literature has
focused on women using Veterans Health Administration (VHA) services. Although these
studies demonstrate the need for care among women enrollees, samples drawn from health
care users are not representative of the overall veteran population, as women who seek
services have disproportionately higher rates of service-connected disabilities and worse
physical and mental health. Therefore, non-treatment-seeking samples are more
representative of the overall veteran population, especially in women veterans (Friedman et
al., 2011; Ouimette, Wolfe, Daley, & Gima, 2003).

Some studies utilizing national samples, such as the 2010 Behavioral Risk Factor
Surveillance Survey (BRFSS), indicate that veterans have worse health and greater health
care needs compared to civilians. Veterans from all eras of service consistently demonstrate
poorer physical and mental health and higher rates of risky health behaviors compared to
their civilian counterparts. Veteran men are more likely than civilian men to report fair or
poor health status, worse functional health, such as limited activities due to health problems,
and more chronic conditions such as cardiovascular disease, cancer, arthritis, depression,
and anxiety (Hoerster et al., 2012). Veteran women are also more likely to report worse
health status compared to civilian women, as well as more limited functional health and
increased mental distress (Levahot et al., 2012). These disparities between veterans and
civilians highlight the importance of addressing the health and health care needs of veterans.

Warfare clearly has a deleterious effect on health, but whether and how this effect differs for
male and female veterans remains unclear. The association is complicated by the broader
demographic differences between men and women veterans. Women veterans of today are
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generally younger, have higher levels of education, and are more likely to be ethnic or racial
minorities than male veterans (Frayne et al., 2006). Thus, when examining gender
differences in the association between warfare exposure and health, it is important to
account for these sociodemographic differences. In the present study, it was hypothesized
that higher levels of warfare exposure would be associated with worse self-reported health,
as defined by both health status and functional impairment, adjusting for sociodemographic
characteristics. Regarding gender differences, it was hypothesized that a stronger association
between warfare exposure and health would be observed in women than men, given
women's greater risk for stressors such as MST, and lower access to resources such as social
support.

The 2010 National Survey of Veterans (NSV) is the sixth in a series of surveys
commissioned by the Department of Veterans Affairs (VA) to assess needs for veteran
programs and services, as well as beneficiaries” awareness of these services (Westat, 2010).
The 2010 NSV was mandated by Congress as part of the Veterans Benefits Improvement
Act (2004). Veterans were recruited using an address-based sampling approach, which
matched U.S. Postal Service residential addresses with VA health care and beneficiary data
and Department of Defense data on military retirees and those separated from active duty.
This population included all non-institutionalized veteran residents of the 50 states and
District of Columbia, and was recruited in 2009-2010. Veterans from all eras of service were
sampled, from World War Il to September 2001 or later. A prenatification letter was sent,
followed by a screening survey to determine eligibility. Households with any veteran were
eligible; they received an extended questionnaire with an option to fill out the survey online.
A reminder postcard and follow-up survey were also sent. The total number of surveys
distributed was 14,163, with 8,710 returned, for a response rate of 61.5%. After excluding
931 veterans with missing gender data, the present study included 500 female veterans and
7,279 male veterans. Because the purpose of the survey was to assess needs and access to
VA services among the veteran population in general, a representative sample was drawn;
specific groups such as women or ethnic/racial minorities were not over-sampled.

The key independent variable was a veteran's level of warfare exposure. This was assessed
by two dichotomous items: 1) “Did you ever serve in a combat or war zone? [NOTE:
Persons serving in a combat or war zone usually receive combat zone tax exclusion,
imminent danger pay, or hostile fire pay.]” and, 2) “During your military service, were you
ever exposed to dead, dying, or wounded people?” The two variables were multiplied to
yield an overall warfare exposure term with four categories: neither war zone/casualties, war
zone only, casualties only, and both war zone/casualties. Those who experienced neither war
zone/casualties may have included veterans who served during peacetime, while those who
experienced war zone only may have included veterans who did not serve directly on the
front line, such as those deployed to the Persian Gulf as part of the Navy. Veterans who did
not serve in a war zone but did experience exposure to casualties may have included medical
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personnel who served outside of a war zone but dealt with the wounded or dying. Finally,
those who experienced both stressors were deployed to a war zone and also experienced
casualties.

Sociodemographic covariates of interest included age, minority status, education, and
income. Respondents were coded as minority if they endorsed being of Hispanic, Latino, or
Spanish origin, or of a non-white race. Education was assessed by the highest degree or level
of school completed by the participant (from less than high school to a doctoral degree; 9
levels), and total income was indicated by a categorical variable ranging from less than <
$5,000 to over $150,000 (16 levels).

The first outcome was health status, which was ascertained by the item “In general, would
you say your health is...”, with a 5-level response ranging from 1=Poor to 5=Excellent. This
is the same measure of general health used in other national surveys, such as the BRFSS and
National Health Interview Survey (NHIS). The second outcome, a measure of functional
impairment, was created by summing the number of ADLs with which a veteran currently
needed assistance, out of six activities (bathing, eating, transferring from a bed to a chair,
using a toilet, walking around your home, dressing), which was also used in the NHIS to
assess disability. Because of the low endorsement of help needed, this variable was
dichotomized into 1=those who needed assistance with at least 1 ADL (8.5%), and O=those
who did not need any assistance.

Given the substantial differences in sample size and distribution of variables between men
and women (Table 1), all analyses were conducted separately by gender. The chi-squared
statistic was used to assess gender differences on categorical variables (minority status,
warfare exposure, functional impairment), and t tests were used for continuous variables
(age, education, income, health status).

Next, multiple linear regression analyses were conducted to assess the impact of warfare
exposure on health status, adjusting for sociodemographic covariates (minority status,
education, income, and age). Statistically significant effect of the warfare exposure variable
was followed up with post-hoc analysis involving pairwise comparisons of health status
between warfare exposure categories. Logistic regression analyses were conducted with the
same predictor variables, with functional impairment as the outcome. All analyses were
conducted with SAS (version 9.2, SAS Institute, Cary, NC).

Male and female veterans differed across most study variables (Table 1). Women were
younger (t (7711) = 17.3, p < .001), better-educated (t (7702)= —7.54, p < .001), and more
likely to be of minority status (x2(1) = 84.7, p < .001) compared to men. Median income did
not differ significantly between men and women (t (7270) = 1.0, p = 0.32). Regarding
warfare exposure, men and women endorsed significantly different categories of exposure
(x24(3) = 59.0, p < .001). The majority of veterans experienced neither deployment to a war
zone nor exposure to casualties (61.4% in women, 52.7% in men). Men were more likely to
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experience both kinds of stressors (27.1%) compared to either war zone only (10.5%) or
casualties only (9.8%). Women were more likely to be exposed to casualties only (16.3%),
followed by both kinds of stressors (13.4%) and war zone only (8.9%). Women had slightly
better health status compared to men, with a mean self-rated health of 3.1 vs 3.0 for men
(where good=3 and very good=4), (t (7656) = -2.5, p <.05). However, women were more
likely to endorse functional impairment, or needing ADL assistance (x2(1) = 4.6, p < .05),
with 10.9% of women needing assistance compared to 8.0% of men. The Pearson
correlation between health status and functional impairment was 0.34 (p < .001) in men and
0.40 (p <.001) in women.

Although our findings are not directly comparable to civilian samples, given the differing
demographic characteristics of veteran and civilian populations, similar questions on health
status and functional impairment have been used in national surveys. In the National Health
Interview Survey, 2012, 1.9% of those aged 45-64 and 3.3% of those aged 65-74 had an
ADL limitation. Using an identical measure of health status that ranged from 1=poor to
5=excellent, in the NHIS those aged 45-64 had a mean self-rated health status of 3.6,
compared to 3.4 in those aged 65-74 (Adams, 2013). In the 2010 BRFSS, 13.8% of civilian
men and 17.5% of civilian women reported fair or poor health, compared to 30.6% and
24.1% in our sample respectively (Hoerster et al., 2012; Levahot et al., 2012).

The linear regression analyses demonstrated that warfare exposure, as defined by the
combination of deployment to a war zone and exposure to casualties, was associated with
health status after adjusting for sociodemographic variables in both men and women (Table
2). In men, using neither stressor as the reference category, exposure to casualties only was
negatively associated with health status (B = -0.20, SE = .04, p < .001), as was exposure to
both stressors (B = —0.31, SE = 0.03, p <.001). Because the overall warfare exposure term
was significant in both men (F(3,6384) = 41.79, p < .0001) and women (F(3,439) = 2.83, p
= 0.04), we conducted post-hoc analyses involving pairwise comparisons on health status
between exposure categories, adjusting for sociodemographic covariates. Among women,
those who experienced exposure to casualties only, or exposure to both casualties and
deployment to a war zone, had worse health status compared to those who served in a war
zone only (Figure 1). Among men, when comparing adjusted health status among exposure
categories, those who experienced both stressors had significantly worse health status
compared to all other categories of warfare exposure, while those exposed to casualties only
demonstrated worse health status compared to those who were deployed to a war zone only,
and those who were exposed to neither stressor. Male veterans who were deployed to a war
zone only, and those who experienced neither type of stressor, did not differ significantly in
health status (Figure 1). While exposure to casualties or to both stressors influenced health
status in men, these factors were not associated with health status in women when compared
to the unexposed. For both genders, the effect of war zone-only exposure on health status
was not significant.

Logistic regression analyses were used to examine the association between warfare exposure
and odds of functional impairment, defined by needing help with at least one ADL. In
women, warfare exposure was not associated with increased odds of functional impairment;
thus, we did not compare specific exposure categories on the outcome (Table 3). Among
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male veterans, there was a significant association between warfare exposure and increased
odds of functional impairment. Compared to the unexposed, those exposed to casualties only
had 2.65 times (95% CI: 1.95, 3.59) greater odds of functional impairment, while those who
experienced both deployment to a war zone and exposure to casualties had 2.14 times (95%
Cl: 1.71, 2.68) greater odds of functional impairment, compared to the unexposed (Table 3).
In post-hoc follow-up pairwise comparisons, several contrasts were significant: exposure to
both stressors compared to neither, exposure to both stressors compared to war zone only, as
well as casualties only compared to neither, and casualties only compared to war zone only
(Figure 2). In men, these associations provide evidence of the importance of exposure to
casualties on functional impairment, given the similarly negative impact of experiencing
both types of stressors and exposure to casualties alone. Additionally, exposure to neither
stressor and exposure to war zone only demonstrated similar associations with other
exposure categories. This suggests that the main differences in impact on health were
between the two higher-impact exposure groups (both stressors, casualties only) and the
lower-impact/unexposed groups (neither stressors, war zone only).

Discussion

Overall, we found that warfare exposure was associated with worse health status in both
men and women, and greater functional impairment in men. Findings suggest the relative
importance of exposure to casualties compared to deployment to a war zone when predicting
self-reported health status and functional impairment, especially for men. Deployment to a
war zone only did not have a significant impact on health. Contrary to our hypothesis, we
did not find stronger associations between warfare exposure and health in women.

In another study based on the National Survey of Veterans 2010, Edwards (2012) examined
the impact of OEF/OIF deployment on veterans’ socioeconomic outcomes. After restricting
his analyses to those who endorsed being deployed post-9/11, he found that there was a
greater detrimental effect of exposure to casualties compared to deployment to a war zone.
This provides converging evidence that exposure to casualties has a stronger impact on
multiple indices of overall functioning (health status, functional impairment, socioeconomic
status) than deployment to war zone. Perhaps exposure to dead, dying, or wounded bodies
was a more reliable marker of consistently traumatic or stressful military experiences,
compared to being deployed to a war zone only.

Results demonstrating the importance of exposure to casualties were especially salient
among male veterans. In both linear and logistic regression analyses, two distinct groups
emerged from our four exposure categories: A higher-impact group consisting of those who
experienced both types of stressors or casualties only, and a lower-impact group consisting
of those who experienced neither type of stressor and war zone only. These findings suggest
that in male veterans, the negative impact of warfare exposure on health status and
functional impairment is strongest when exposure includes casualties, whether defined as
exposure to casualties only or both exposure to casualties and deployment to a war zone.
Considering functional impairment, only men who experienced these higher-impact
stressors had significantly greater odds of impairment. Similarly, only men in the higher-
impact group had significantly worse health status. Especially for health status, there

Womens Health I ssues. Author manuscript; available in PMC 2016 January 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Wang et al.

Page 8

appears to be an additive effect of experiencing both exposure to casualties and deployment
to a warzone when predicting health status. Men who experienced both stressors reported
worse health compared to those who experienced one type of exposure only.

In women, the results are less conclusive. As in men, women who experienced higher-
impact stressors reported worse health status compared to women who experienced war
zone only. Women who experienced war zone only did not differ from their counterparts
who experienced neither type of stressor with regard to their health status. No association
with warfare exposure was found using functional impairment. Overall, for both outcomes,
the magnitude of the regression coefficients and odds ratios suggests that the effect of
warfare exposure is smaller in women than in men. The smaller sample of women than men
also limited our ability to detect small effects in this group.

Despite the less conclusive results with female veterans, it is noteworthy that women
endorsed a significantly higher prevalence of functional impairment compared to men,
despite their younger age and slightly better health status. Thus, when considering health
across the lifespan for male and female veterans, the impact of functional health may be an
especially important issue for aging women. Bean-Mayberry et al. (2011) have suggested
that in examining post-deployment health of female veterans, it is important to focus on non-
mental health care needs, such as chronic conditions, which may have the greatest impact on
functional impairment. In addition, the measure of functional impairment used in this study
indicated a more severe level of impairment, in needing assistance with at least one ADL.
Other measures of health functioning that included role limitations in a broader range of
activities might have provided more insight into functional health, especially in women.

Limitations of this study include the cross-sectional nature of the data, as well as the use of
self-report measures. The nature of the data precluded us from adjusting for pre-deployment
baseline health and more directly examining health changes related to deployment.
Additionally, given the large overall sample size, relatively few women were sampled in
comparison to men, which may have hindered our ability to detect associations. Our sample
size for women was also too small to stratify by era of service, but we did adjust for age in
analyses, which helped address concerns about specific effects of era. More detailed
outcome variables could have provided a more substantial assessment of health status and
functioning.

Strengths of this study include the large representative sample drawn from a range of service
eras. In addition, the sample was not restricted to those enrolled in VHA services, but was
instead a more representative sample of the veteran population, which is especially
important in research on women veterans. Another strength of this study includes its focus
on general health, as considerable research on the impact of military experiences focuses on
mental health outcomes of deployment.

Our findings of the small effects of warfare exposure on women's health, and the higher
level of functional impairment in women than men, suggest that we may not be accounting
for the full range of stressors experienced by women during deployment. As discussed by
Sternke (2011), most instruments measuring combat experience were developed and
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validated with previous generation of male veterans, and may not fully capture female
veterans’ experiences. Since a wide range of factors influence women's health in the years
following deployment, a complete assessment of all warfare-related exposure variables is
critical in understanding and addressing the health consequences of warfare exposure. It is
recommended that future studies adopt a more thorough assessment of warfare exposure that
is tailored to the multiple aspects (e.g., combat experience, degree of exposure to casualties,
work and living conditions, duration and number of deployments) of the deployment
experience, as well as additional stressors such as MST, levels of deployment social support,
or exposure to prior trauma, which may not be directly related to warfare, but have been
associated with post-deployment health and functioning (Dutra et al., 2010; Reger, Gahm,
Swanson, & Duma, 2009; Vogt, Proctor, King, King, & Vasterling, 2008).

Implications for Practice and Policy

In considering the implications of this research on veterans’ health, another development to
keep in mind is that the level of warfare exposure faced by women will likely increase in the
future. The recent Pentagon decision allowing women to serve officially in units whose
primary mission is direct combat will expand the range of stressors that define women's war
zone experiences (Bumiller & Shanker, 2013; Burrelli, 2012). Our sample, which was drawn
from veterans of all cohorts, reflects demographic changes in the composition of the
military. Not only are younger veterans more likely to be women than older veterans, but
younger men and women face more comparable levels of warfare exposure. Among veterans
older than 40, only 5% are women, while among those younger than 40, 22% are women.
Comparably, among veterans older than 40, 34% of women and 46% of men experienced
warfare exposure, while in veterans younger than 40, 53% of women experienced warfare
exposure compared to 65% of men.

Recent studies focusing on mental health outcomes in veterans deployed to Iraq and
Afghanistan have provided evidence that women are not necessarily more vulnerable than
men to the effects of warfare exposure (Macera, Aralis, Highfill-McRoy, & Rauh 2014;
Street, Gradus, Giasson, Vogt, & Resick 2013). For instance, Vogt et al. (2011) found
women exhibited modestly lower levels of combat-related stressors compared to men, but
comparable levels of perceived threat, perhaps due to their higher prevalence of prior life
stressors and increased risk of deployment-related stressors such as sexual harassment.
Moreover, there were no significant interactions between gender and combat-related
stressors for most mental health outcomes, indicating that women may have comparable
levels of risk — and resilience. High levels of combat exposure may actually serve as a risk
equalizer for men and women, especially when the reference trauma is very intense with a
persistent level of threat (Hoge, Clark, & Castro, 2007). Although the current study
examined general health and not mental health as an outcome, and included women from all
eras of service, we found a similar lack of evidence for stronger associations between
warfare exposure and health.

As policy changes regarding women's ability to officially serve in combat roles are
implemented in the coming years, furthering the demographic shift already seen in younger
veterans in our sample, it is likely that the number of women experiencing similarly high
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levels of warfare exposure as men will only increase. Findings regarding female and male
veterans’ post-deployment health, in which women demonstrate comparable levels of risk
and resilience as men, indicate that these policies actually align with current research.
Although future studies should compare the deployment experience for men and women in
greater detail, with careful attention to long-term health effects, the evidence thus far bodes
well for reducing restrictions on women's roles in the military.
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Figure 1.
Health status by gender and warfare exposure (adjusted for sociodemographics). Brackets

illustrate significant differences in health status (p<.05) between exposure categories.
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Figure 2.
Functional impairment by warfare exposure in men (adjusted for sociodemographics). Odds

ratios illustrate associations between exposure categories.
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Table 1
Study Variables by Gender
Characteristic Women Men x?/ t (df)
N 500 7279

Sociodemographic covariates

Age (M, D) 52.1(17.1) 65.7 (14.0) £ (7711) = 17.3***

Minority (%) 26.1 11.8 x3(1) = 84 7

1 i *kk
Education (median level) >1year college <1 year college £ (7702) = ~7.54

Income (median bracket) 40-50k 40-50k t(7270)=1.0
Warfare exposure (%) 20) = 59.0***
Neither stressor 61.4 52.7
War zone only 8.9 10.5
Casualties only 16.3 9.8
Both stressors 134 271
Health status (%)
Mean (SD) 3.1(L.0) 3.0 (L.1) £ (7656) = 25"
Poor (1) 7.3 8.7
Fair (2) 16.8 21.9
Good (3) 37.7 36.2
Very good (4) 31.4 25.8
Excellent (5) 6.7 7.3
Functional impairment
Endorsed = 1 ADL (%) 10.9 8.0 () = 4.6*
Note
**p< 01
*
p<.05
—_—
p<.001
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Table 2
Effects of Warfare Exposure on Health Status

Women (n=447) Men (n=6392)
B SE B SE

* kK *kk
Intercept 291 21 243 .08

* *kk
Age ~0.01 .00 ~0.01 .00

i i * %k *kk
Minority status ~0.29 .10 ~0.26 .04

1 * *kk
Education 0.06 .03 009 .01
Income 0_07*** .01 0_07*** .00

Warfare exposure

Neither war zone/casualties (ref) - - - -
War zone only 0.24 0.16 -0.03 .04

i — * KKk
Casualties only 0.18 0.12 ~0.20 .04
Both war zone/casualties -0.22 0.13 031" .03

*kk *k*k
F(7,439)=13.23 F(7,6384)=178.12

* *
R?=.17 R?=.16

Note

*
p<.05

* %

p<.01

p<.001

1duasnuely Joyny vd-HIN

1duasnuely Joyny vd-HIN

Womens Health Issues. Author manuscript; available in PMC 2016 January 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duasnuely Joyny vd-HIN

Wang et al.

Table 3

Effects of Warfare Exposure on Functional Impairment

Women (n=424) Men (n=5920)
OR 95% ClI OR 95% ClI

Age 1.02 (1.00, 1.04) 1.02 (1.01,1.02)
Minority status 0.97 (0.42,2.21) 1.74 (1.33,2.29)
Education 0.93 (0.75,1.14) 0.93 (0.88, 0.95)
Income 0.87 (0.80, 0.95) 0.87 (0.85, 0.89)
Warfare exposure Wald ¥2(3)=0.756, p=.860 Wald x2(3)=63.06, p<.0001

Neither war zone/casualties (ref) - - - -

War zone only 1.67 (0.37, 3.44) 1.23 (0.86, 1.75)

Casualties only 1.21 (0.48, 3.09) 2.65 (1.95, 3.59)

Both war zone/casualties 1.13 (0.50, 5.60) 2.14 (1.71, 2.68)
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